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Abstract: Garcin syndrome consists of unilateral palsies of almost
all cranial nerves without either sensory or motor long-tract distur-
bances and without intracranial hypertension, and it is caused by a
malignant osteoclastic lesion at the skull base. A 60-year-old woman
presented with dizziness and left facial palsy. Progressive left cranial
nerve palsies developed over 2 months until gadolinium-enhanced
magnetic resonance imaging of the brain revealed an intracranial
extension of a tumor from the left skull base. A systemic survey
revealed adenocarcinoma of the lung, which had metastasized along
the skull base. We experienced a rare case of Garcin syndrome due
to skull base metastases from lung cancer.
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Garcin syndrome is characterized by (1) the presence ofunilateral palsies of the cranial nerves, (2) no sensory or
motor long tract disturbance; (3) no intracranial hypertension;
and (4) an osteoclastic lesion in the skull base.1 Patients
reported to have Garcin syndrome do not always have uni-
lateral palsies of all cranial nerves; thus, this syndrome was
redefined as the presence of at least seven ipsilateral cranial
nerve palsies.2 An association with primary nasopharyngeal
tumors and a variety of metastatic tumors has been reported.2
Here, we report a rare case of Garcin syndrome that was
caused by metastasis from lung cancer to the skull base.
CASE REPORT
A 60-year-old Japanese woman presented with dizzi-
ness in September 2006. One month later, she developed left
peripheral facial palsy diagnosed as Bell’s palsy and was
treated ineffectively with a corticosteroid. One week later,
left hearing loss and speech disturbance appeared, and the
patient also noticed diplopia. Plain magnetic resonance im-
aging (MRI) did not show any abnormality. When her left
facial pain subsequently progressed in November 2006, ga-
dolinium-enhanced MRI revealed an extra-axial enhancing
lesion in the left cerebellopontine angle. She was then re-
ferred to our hospital.
Her weight had dropped from 49 to 44 kg over the
previous 2 months. She had never smoked, and her Eastern
Cooperative Oncology Group performance status (PS) was 3.
The physical examination was normal, except for the neuro-
logic examination. Left acoustic (VIII) and facial (VII) cra-
nial nerve palsies occurred initially, followed by left cranial
nerve palsies of the trigeminal (V), optic (II), oculomotor
(III), trochlear (IV), and abducens (VI) nerves that developed
progressively over 2 months. Upon admission to our hospital,
she also had glossopharyngeal (XI), vagal (X), accessory
(XI), and hypoglossal (XII) nerve palsies. Eleven of the 12
cranial nerves were damaged in this patient. Nevertheless, her
muscle tone, power, sensation, and coordination were normal
in all four extremities.
Cerebrospinal fluid examination including cytology
was normal, and a complete blood cell count and blood
chemistry were all within normal limits. The serum tumor
markers carcinoembryonic antigen (1379.0 ng/ml; upper limit
5 ng/ml) and cytokeratin 21 (145.1 ng/ml; upper limit, 2.8 ng)
were elevated.
Gadolinium-enhanced MRI of the brain showed an
extra-axial enhancing tumor, which extended along the entire
left skull base. The tumor invaded from the optic canal to the
hypoglossal canal on horizontal and coronal images (Figure
1A and B, respectively). Computed tomography of the chest
revealed an ill-defined lesion in the left lower lobe (Figure 2).
A biopsy specimen obtained from the stenosis of the left
lower bronchus using fiberoptic bronchoscopy demonstrated
adenocarcinoma. After completion of a staging workup, the
clinical stage was determined to be IV (T1N2M1), with
metastases to the bones, brain, lungs, liver, adrenal glands,
and kidneys.
To control her neurologic symptoms, she was given
whole-brain radiation. She was subsequently treated with
gefitinib; however, her disease progressed. Next, she was
treated with carboplatin and paclitaxel chemotherapy. Her
condition improved with tumor reduction, and she gradually
gained muscle strength. Her PS improved to 1. The left
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peripheral facial palsy recovered partially, although the ma-
jority of the neurologic symptoms, including the loss of
sensation in the segmental areas of the trigeminal nerve, did
not improve.
DISCUSSION
We experienced a very rare case of Garcin syndrome
presenting with progressive unilateral paralysis of the cranial
nerves due to skull base metastasis from adenocarcinoma of
the lung. To our knowledge, only one case of Garcin syn-
drome due to lung cancer has been previously reported
(accessed via Medline on March 26, 2007).3
In our case, it took 2 months to obtain an accurate
diagnosis of lung cancer with Garcin syndrome. Unfortu-
nately, plain MRI of the brain did not show any abnormal
findings, even retrospectively when the patient noticed dip-
lopia. If gadolinium-enhanced MRI had been performed at
that time, the tumor might have been detected earlier.
On admission to our hospital, the patient had palsies of
11 left cranial nerves, which satisfied the clinical picture of
Garcin syndrome. The clinical course of this patient indicated
that the metastases to the dura mater extended from the
cerebellopontine angle around the internal acoustic foramen
(arrows in Figure 1), and a metastatic tumor was presumed to
have extended along the aspect of the left temporal lobe
forward and backward.
The initial diagnosis in this case was Bell’s palsy. As
facial palsies and trigeminal neuralgia are frequently encoun-
tered in clinical practice, we should consider such a rare
disease. If we can make an early, accurate diagnosis in cases
showing palsy in only a few nerves, then we would not
encounter Garcin syndrome because Garcin syndrome is an
advanced type of metastasis from a variety of primary cancers
to the cranial nerves.
In conclusion, the first manifestation of lung cancer
may potentially be the onset of cranial nerve palsy. Therefore,
we should make an accurate diagnosis in such cases before
Garcin syndrome develops.
ACKNOWLEDGMENTS
The authors thank Dr. Brian Quinn of Kyushu Univer-
sity for his critical reading of this manuscript.
REFERENCES
1. Garcin R. Le syndrome paralytique unilate´ral global des nerfs craˆniens.
Contribution a` l’e´tude des tumeurs de la base du crane. Paris: Ame´de´e
Legrand, 1927:225–245.
2. Bignas B. Tumors of the base of the skull, vol. 16. In: Vinken PJ, Bruyn
GW, eds. Handbook of Clinical Neurology. Amsterdam: Elsevier Sci-
ence, 1974:180–183.
3. Gelin G, Saulnier G. Bronchial tumor revealed by a unilateral global
paralysis of the cranial nerves (Garcin syndrome). Bull Mem Soc Med
Hop Paris 1951;67:614–617.
FIGURE 1. Gadolinium-enhanced
magnetic resonance imaging of
the brain revealed an extra-axial
enhanced lesion near the left cer-
ebellopontine angle. The tumor
extended along the left skull base
on horizontal (A) and coronal (B)
images. The tumor invaded from
the optic canal to the hypoglossal
canal. The arrows indicate the tu-
mor around the left internal acoustic
foramen.
FIGURE 2. Computed tomography of the chest showed
the presence of a tumor in the left lower lobe.
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